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Medicine and Surgery Symposium 
Scheduled in El Paso March 12 


A Symposium on Clinical Medicine and Surg- 
ery, made possible by a grant from and with the 
cooperation of Lederle Laboratories, will be pre- 
sented by the El Paso County Medical Society 
Saturday, March 12, in the Hilton Hotel in El 
Paso. 


Physicians in West Texas and New Mexico are 
invited to attend. No fee is required for at- 
tendance at scientific sessions, luncheon or recep- 
tion. Dr. Gordon L. Black of El Paso is program 
chairman. Wives of physicians are welcome and 
encouraged to attend. 


Program 


The complete program follows: 


Morning Session, Spanish Ballroom 
Moderator: W. R. Gaddis, M.D., El Paso 
9:00 
10:00-10:40 The Continuing Problem of Resistant 
Staphylococcal Infections. 
Robert I. Wise, M.D., Ph.D., 
Magee Professor of Medicine and 


Head of the Department, Jefferson 
Medical College, Philadelphia. 


Registration—all day 


10:40-11:20 Diagnosis and Treatment of Gyne- 
cologic Diseases in the Adolescent. 
Arthur D. Hengerer, M.D., Associ- 
ate Professor of Obstetrics and 
Gynecology, Albany Medical Col- 
lege. 


11:20-12:00 Questions and Panel Discussion. 


12:15- 1:45 Luncheon for physicians and wives 
West Ballroom 
Chairman: Delphin von Briesen, 
M.D., President, E] Paso County 
Medical Society, El Paso. 
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Speaker: George A. Constant, M.D., 
F.A.P.A., Associate Professor and 
Visiting Lecturer, Department of 
Neuropsychiatry, University of 
Texas Medical Branch. “Behavior 
Problems in our Children.” 


Afternoon Session, Spanish Ballroom 
Moderator: Robert B. Homan, Jr., M.D., El Paso 


2:00- 2:40 Early Recognition of Disabling Chest 
Disease. 
Benjamin Felson, M.D., Professor 
and Director, Department of Radi- 
ology, University of Cincinnati 
College of Medicine. 


2:40- 3:20 Evaluation of the Acute Abdomen. 
N. Frederick Hicken, M.D., As- 
sociate Professor of Clinical 
Surgery, University of Utah Col- 
lege of Medicine. 

3:20- 3:40 Coffee 

3:40- 4:25 Questions and Panel Discussion. 


4:45- 5:45 Reception 
West Ballroom 
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St. Louis Ob-Gyn Specialist to Speak in Carlsbad, N. M. 


Dr. Samuel D. Soule, St. Louis, Mo., Associate 
Clinical Professor in Obstetrics and Gynecology 
at Washington University, will speak to members 
of the medical staff of the St. Francis Hospital in 
Carlsbad, N. M., at 7:30 p.m. February 29, 1960. 
Physicians in Southeastern New Mexico are in- 
vited to attend. 


Dr. Soule’s topic will be “Functional Disturb- 
ances of Women.” Immediately following the ad- 
dress there will be a clinical question and answer 
session more closely related to Obstetrics and 
Gynecology, inasmuch as this is Dr. Soule’s spe- 


cialty. He is expected to report on activity in that 
field at Washington University. 

Dr. Soule is a Fellow in the American College 
of Surgeons and a member of the American Board 
of Obstetrics and Gynecology. He has published 
considerable work in Endocrinology from both the 
viewpoints of clinical application and evaluation 
in the two sister fields of Obstetrics and Gyne- 
cology. 

Information on the meeting and reservations 
may be obtained by contacting Thomas J. Shinas, 
assistant administrator at St. Francis Hospital. 


Postgraduate Dermatology Course Scheduled in El Paso Feb. 14 


A one-day course in Dermatology will be pre- 
sented between 8:30 a.m. and 5:00 p.m., Sunday, 
Feb. 14, 1960, by the El Paso Division of the 
University of Texas Postgraduate School of Medi- 
cine, Dr, J. Leighton Green, director of the El 
Paso Division, has announced. 


The course has been approved by the Texas 
Academy of General Practice for seven hours 
credit in Category I. Advance registration is re- 
quested. Complimentary enrollment will be grant- 
ed to residents, interns and faculty members upon 
satisfactory completion of applications. 


The program is supported in part by an edu- © 


cational grant from the Merck Sharp and Dohme 
Postgraduate Program. 


The meeting will be held in the El] Paso County 
Medical Society’s Turner Home at 1301 Montana 
Avenue. 


The complete program is as follows: 


Southwestern New Mexico Medical Society 


The regular meeting of the Southwestern New 
Mexico Medical Society will be held February 18, 
1960, at Las Cruces, N. M. Harold B. Cresilneck, 
Ph.D., Professor of Clinical Psychology, Univer- 
sity of Texas, Southwestern Medical School in 
Dallas, will be the speaker. 


Dr. Cresilneck’s subject will be ‘““The Uses and 
Abuses of Hypnotism in Clinical Medicine.” 


The meeting will be a dinner affair starting 
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8:30- 9:20 a.m. Common Dermatoses—Dr. J. 
B. Robbins, El Paso. 


9:20-10:10 a.m. Use of Griseofulvin in Derma- 
tomycoses—Dr. Leslie M. 
Smith, El Paso. 


10:25-11:15 a.m. Cutaneous Manifestations of 
Systemic Disease—Dr. Herman 
J. Schultz, Houston, 


11:15-12:05 a.m. Steroids in Dermatology—Dr. 
H. D. Garrett, El Paso. 


1:30- 5:00 p.m. Clinicopathologic Conference 
on Diseases and Neoplasms of 
the Skin—Dr. Herman J. 
Schultz and Dr. J. Leslie 
Smith, Jr., Houston. 
Case abstracts will be studied 
with a discussion of the clini- 
ical features, histopathglogy, 
and differential diagnoses. 


to Meet 


at 7:00 p.m. in the Las Cruces Country Club. 
Wives are invited. Reservations should be made 
by Feb. 10 and should be addressed to Dr. C. 
Wallace Carroll, Secretary of the Dona Ana 
County Medical Society, 420 West Griggs St., Las 
Cruces, N. M. 

Physicians from Luna, Dona Ana, Otero and 
Grant counties and the E] Paso area are expected 
to attend. The Dona Ana County Medical So- 
ciety will be the host group. 
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American Medical Association 
13th Clinical Meeting 


Freedom of choice of physician, relations be- 
tween physicians and hospitals, a scholarship pro- 
gram for deserving medical students and relative 
value studies of medical services were among the 
major subjects acted upon by the House of Dele- 
gates at the American Medical Association’s 
Thirteenth Clinical Meeting held December 1-4 
in Dallas. 


Dr. Chesley M. Martin of Elgin, Okla., was 
named as the 1959 General Practitioner of the 
Year for his outstanding contributions to the 
health and civic affairs of his home community. 
Dr. Martin, who has practiced in Elgin for the 
past 44 years, was the 13th recipient of the an- 
nual award and the first Oklahoman to be so 
honored. 


Speaking at the opening session of the House, 
Dr. Louis M. Orr of Orlando, Fla., A.M.A. Presi- 
dent, urged the nation’s physicians to take a 
more active interest in the whole area of politics, 
public affairs and community life. Dr. Orr also 
asked physicians and medical societies to do a 
more effective job of telling medicine’s positive 
story, adding that “if more people knew more 
about the things we support and encourage, they 
would listen to us much more carefully about 
those occasional things that we oppose.” 


F veodions of Choice 


In considering four resolutions which in various 
ways would have changed or replaced the state- 
ments on freedom of choice of physician which 
the House adopted in June, 1959, when acting 
upon the recommendations in the report of the 
Commission on Medical Care Plans, the House 
reaffirmed the following two statements approved 
in Atlantic City: 


1, “The American Medical Association believes 
that free choice of physician is the right of every 
individual and one which he should be free to 
exercise as he chooses.” 
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of the House of Delegates 


2. “Each individual should be accorded the 
privilege to select and change his physician at 
will or to select his preferred system of medical 
care, and the American Medical Association vigor- 
ously supports the right of the individual to choose 
between these alternatives.” 


However, in order to clarify and strengthen its 
position on the issue of freedom of choice of phy- 
sician, the House also adopted this additional 
statement which was submitted as a substitute 
amendment on the floor of the House: 


3. “Lest there be any misinterpretation, we 
state unequivocally that the American Medical 
Association firmly subscribes to freedom of choice 
of physician and free competition among phy- 
sicians as being prerequisites to optimal medical 
care. The benefits of any system which provides 
medical care must be judged on the degree to 
which it allows of, or abridges, such freedom of 
choice and such competition.” 


Physician-Hospital Relations 


The House received 12 resolutions on the sub- 
ject of relationships between physicians and hos- 
pitals. To resolve any doubt about its position, 
the House did not act upon any of the resolutions 
but instead reaffirmed the 1951 “Guides for Con- 
duct of Physicians in Relationships with Institu- 
tions.” It also declared that “all subsequent or 
inconsistent actions are considered superseded.” 


The House also accepted recommendations that 
(1) the House of Delegates acknowledge the need 
to strengthen relationships with hospitals by action 
at state and local levels, (2) the Board of Trus- 
tees of the Association continue to maintain lia- 
ison with the Board of Trustees of the American 
Hospital Association, and (3) the Council on 
Medical Service review this entire problem to as- 
certain if there have been actions inconsistent 
with the 1951 Guides. 


Those Guides summarize the following general 
principles as a basis for adjusting controversies: 
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“1. A physician should not dispose of his pro- 
fessional attainments or services to any hospital, 
corporation or lay body by whatever name called 
or however organized under terms or conditions 
which permit the sale of the services of that 


physician by such agency for a fee. 


“2. Where a hospital is not selling the services 
of a physician, the financial arrangement if any 
between the hospital and the physician properly 
may be placed on any mutually satisfactory basis. 
This refers to the remuneration of a physician for 
teaching or research or charitable services or the 
like. Corporations or other lay bodies properly 
may provide such services and employ or other- 
wise engage doctors for those purposes, 


“3. The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral 
part of the practice of medicine in the same cate- 
gory as the practice of surgery, internal medicine 
or any other designated field of medicine.” 


Scholarship Program 


To help meet the need for an increasing num- 
ber of physicians in the future, the House ap- 
proved the creation of a special study committee 


which was asked to: 


1, Present a scholarship program, its develop- 
ment, administration and the role of the Amer- 
ican Medical Association in fulfilling it. 


2. Ascertain the maximum to which medical 
schools could expand their student bodies while 
maintaining the quality of medical education. 


3. Ascertain what universities can support new 
medical schools with qualified students and suf- 
ficient clinical material for teaching—either on a 
two year or a full four year basis. 





4. Investigate the securing of competent medi- 
cal faculties. 


5. Investigate financing of expansion and es- 
tablishment of medical schools. 


6. Investigate financing of medical education as 
to the most economical methods of obtaining high 
quality medical training. 
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7. Develop methods of getting well-qualified 
students to undertake the study of medicine. 


8. Investigate the possibility of relaxing rigid 
geographic restrictions on the admission of stu- 
dents to medical schools, 


The House urged that the special committee 
be implemented promptly with adequate funds 
and staff so that it may make an initial report 
by June, 1960. 


Relative Value Studies 


Reaffirming a previous policy statement, the 
House approved in principle the conducting of re- 
lative value studies by each state medical society, 
rather than a nationwide study or a series of 
regional studies by the A.M.A. The House also 
reiterated its authorization for the Committee on 
Medical Practices to inform each state medical 
association, through regional or other meetings, 
of the purpose, scope and objectives of such stud- 
ies, the steps to be followed in conducting studies, 
the problems which may be encountered and the 
manner in which the results can be applied. 


The House recognized, however, that some 
state medical societies are either not interested 
in relative value studies or are actively opposed 
to them. It pointed out that some state medical 
associations fear that the regional conferences of 


‘the Committee on Medical Practices will put pres- 


sure on them to carry out such studies and that 
this will result in the adoption of “fixed fees.” 


Since the regional conference are educational 
in nature, the House said, it remains for each 
state or county medical association to accept or 
reject the idea of a study in its area. 


The House expressed awareness of the fact 
that this is still a controversial matter. However, 
it commended the Committee on Medical Prac- 
tices for its effort to carry out the instructions 
of the House, and it urged the committee to con- 
tinue its educational work. 


Miscellaneous Actions 


In considering 44 resolutions and a large vol- 
ume of annual, supplementary and special reports, 
the House also: 
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Learned that the A.M.A. Board of Trustees has 
appointed a liaison committee to meet with a 
similar committee of the American Osteopathic 
Association to consider matters of common con- 
cern; 


Emphasized that local medical societies should 
insure that no member violates ethical traditions 
as they relate to ownership of pharmacies or stock 
in pharmaceutical companies; 

Approved the plan of the Committee on Medi- 
cal Rating of Physical Impairment to publish 
its new guide on the cardiovascular system in the 
A.M.A. Journal; 


Called for investigation of the need, desirability 
and feasibility of establishing a home for aged 
and retired physicians; 


Urged active promotion and careful study of 
the newly developed “Guides for Medical Care 
in Nursing Homes and Related Facilities” ; 


Suggested that fees for consultative examin- 
ations under programs of the Bureau of Old Age 
and Survivors Insurance should be adjudicated 
directly between the state medical society and the 
state agency involved; 


Registered a strong protest to the Veterans 
Administration, urging stricter screening of non- 
service-connected disability patients admitted to 
government hospitals; 


Reiterated the Association’s support of the Blue 
Shield concept and directed the Council on Medi- 
cal Service to submit at the June, 1960, meeting 
its recommendations concerning a policy state- 
ment on A.M.A. relationship with Blue Shield 
plans; 


Suggested that S.J. Res. 41, a bill which would 
institute a separate program of international medi- 
cal research, be delayed until an over-all assess- 
ment can be made of proposals now before Con- 
gress dealing with domestic and international 
medical research; 


Endorsed the program of the Educational Coun- 
cil for Foreign Medical Graduates but also urged 
that judicious consideration be given to local 
problems involved in the July 1, 1960, deadline 
for certification of foreign graduates; 


Urged that medical schools include in their 
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curricula a course on the social, political and 
economic aspects of medicine; 


Declared that the threat of nuclear warfare has 
imposed a tremendous responsibility on the medi- 
cal profession, which must be prepared to assume 
a critically important role in such an event; 


Suggested that the A.M.A. make available to 
school libraries information and literature showing 
the advantages of private medical care and the 
American free enterprise system; 


Stated that examinations to determine the 
physical and mental fitness of aircraft crew mem- 
bers should be made by doctors of medicine with 
special knowledge and proficiency in certain 
techniques; 


Urged the American peoople to get proper 
tetanus toxoid, original and booster, and other 
immunizations as indicated from their physicians, 
and called on A.M.A. members to cooperate in 
an educational program on tetanus immunization; 


Recommended that all state and county medi- 
cal societies establish programs for the inspection 
and testing of all fluoroscopes and radiographic 
equipment; 


Called upon each individual physician to wage 
“a vigorous, dynamic and uncompromising fight” 
against the Forand type of legislation; 


Urged state and local medical societies and 
individual physicians to implement the A.M.A. 
program for recruitment of high-grade medical 
students; 


Accepted with appreciation a $2,500 contri- 
bution by Smith, Kline and French Laboratories 
toward establishment of a suitable award honor- 
ing the name of Dr. Thomas G, Hull, retiring sec- 
retary of the Council on Scientific Assembly, and 


Reaffirmed the “Suggested Guides to Relations 
Between Medical Societies and Voluntary Health 


Agencies,” which were adopted at the December 
1957, meeting in Philadelphia, 


At the Tuesday opening session, six state medi- 
cal societies presented nearly $250,000 to the 
American Medical Education Foundation. The 
checks turned over to Dr, George F. Lull, presi- 
dent of AMEF, were: California, $156,562; Ind- 
iana, $35,570; New York, $19,546; Utah, $10,355; 
New Jersey, $10,000, and Arizona, $9263. 
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Geriatrics Symposium is Held 


at University of New Mexico 


A New Mexico-wide symposium on problems 
of the aged, sponsored jointly by the New Mexico 
Medical Society and the New Mexico Dept. of 
Public Health, was held in the Student Union 
Building at the University of New Mexico in 
Albuquerque Jan. 23 and 24. 
Principal speakers were Dr. Theodore G. 
Klumpp, New York, member of the American 
Medical Association Committee on Aging and 
president of Winthrop Laboratories; Howard I. 
Wells, Chicago, executive secretary of the Joint 
Council to Improve Health Care of the Aged; 
and William Fitch, Washington, D. C., executive 
director of the Retired 
Persons Association. 


Teachers and Retired 


The three speakers were among 40 panellists 
who discussed hospitalization, rehabilitation, fi- 


nancing for the aged, health care, community 
planning, group and community responsibility, 
housing, home makers services, nursing home 
services and nursing care. Participating in the 
symposium were leaders in the field of medicine, 
industry, labor, insurance, voluntary health agen- 
rehabilitation, hospitalization, recreation, 
nursing homes, nursing, government, employment, 
home building, housing, religion, dentistry and so- 
ciology. 


cies, 


Plans for the meeting were worked out by Dr. 
Samuel R. Ziegler, Espanola, past president of the 
New Mexico Medical Society and chairman of 
the society’s committee on aging; Dr. Stanley J, 
Leland, director of the State Health Department; 
and Dr. Molly Radford, director of the State 
Health Department’s division on gerontology. 





Anti-Inflammatory Steroids for Systemic Use 


By A. E. Letser, M.D., Houston 


Anti- 
Inflam- Salt Comparable 
Proper Name Common Name matory Retention Dosage Special Use Unusual Side Effect 
Cortisone acetate } ton 0.8 1.0 25 mg. Rx as hydrocortisone. All features of Cushing’s with 
succinate Rarely indicated considerable electrolite  dis- 
parenteral use turbance plus ulcer develop- 
ment 
Hydrocortisone Ditto 1.0 1.0 20 mg Drug of choice as ad- Ditto 
; ; renal replacement Rx 
Prednisone Meticorten 4.0 6 5 mg Preferable for its anti- Same as above plus 
Deltra inflammatory and_ re- ecchymoses 
Deltasone lated effects 
Paracort 
Prednisolone Metacortalone 4.0 6 5 mg. Same Ditto 
Hydrelta 
Cohydrelta 
Delat Cortef 
Para Cortal 
Methy]- Medrol 5 slight 4 mg. Same Ditto 
Prednisolone 
Triam- Aristocort Ditto plus weakness, muscle 
cinalone Kenacort 5 slight 4 mg. Same wasting, unexplained weight 
- loss 
Dexamethasone Decadron 30 slight 75 mg Same All Cushing’s, excess appetite, 
Deronil Drug of choice where insomnia, less diabetogenic ef- 
adrenal diagnostic stu- fect 
dies are indicated 
Fluoro-Hydro- Fluorinef 20 80 1.0 mg. As supplement for ad- Marked salt retention 
cortisone renal replacement Rx 
Desoxy-Corti- Percortan 0 20 For salt retention Salt retention 
costerone Cortate Seldom used presently Occas. arthritis 
Poca 
Aldosterone Not available 2 200 Research use only 
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Medical Public Relations 


By Russe.t L. Deter, M.D., El Paso 
President, Southwestern Medical Association 


Medical public relations is not press agentry. 
Too often doctors are of that opinion. Medical 
public relations, in essence, is our relations with 
our patients and the public. It embraces an eval- 
uation of public attitudes, the identification of 
the policies and procedures of medicine with the 
public interest, and the execution of a program 
of action designed to earn public understanding 
and acceptance. 


There are two phases of medical public rela- 
tions that deserve some consideration. First is the 
individual doctor and his relationship with the 
public. Second, the organization of medicine and 
its relationship with the public. The first, from 
national surveys and personal experience, is gen- 
erally good on the whole. Doctors, however, some- 
times forget that their personal relationship with 
the public so very much influences how the public 
reacts to the organizaion of medicine. Kindness, 
consideration, attention to duty, remembering that 
many times a patient’s family is much sicker than 
the patient and needs some attention too, are 
some of the polite things that influence personal 
public relations. You notice nothing has been said 
about professional skill and ability. This is most 
important — but, by itself, it is not enough. We 
have all heard a patient say — “He is an expert 
specialist in his field, but cold as ice!” Others say, 
“My doctor is so wonderful and kind and he 
knows what he is doing too!” 


Community Problems 


An individual physician must react to his com- 
munity problems—at least where medicine, health, 
sanitation, etc., are concerned. He should react to 
those community problems that will make it a bet- 
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ter place in which to live, and give them his moral, 
physical and financial support. This then, in the 
true sense of the word, is personal public relations. 
If he has a personal opinion about public matters 
he should express them to his friends and patients 
— again still on a personal basis, The individual 
physician must always remember that he is a 
public figure and that his personal life, his be- 
haviour in public and how he and his family ap- 
pear to the public influences very much his, as 
well as medicine’s, public relations. 


Section No, 10 of the Principles of Medical 
Ethics which reads: 


“The honored ideals of the medical profession 
imply that the responsibilities of the physician ex- 
tend not only to the individual, but also to the 
society where these responsibilities deserve his in- 
terest and participation in the activities which 
have the purpose of improving both the health 
and well-being of the individual and the com- 
munity” — should always be kept in mind. Do you 
actively exercise your privileges of citizenship? Do 
you vote? 


Different Role 


The organization of medicine has a quite dif- 
ferent role in its relations with the public. The 
organization, by the composition of its member- 
ship, must be non-partisan in those community 
affairs that involve differences of opinion on re- 
ligion, race, creed or color. 


The organization of medicine must work hand 
in glove with the press: 
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“The press and medicine have a lot in common. 
Both have tremendous responsibilities to the pub- 
lic. Newspapers are concerned with the ills of so- 
ciety, the doctors are concerned with the ills of 
the individual. It is to the advantage of physicians, 
hospitals and the press that the public be provided 
with prompt and accurate information within 
bounds of good taste. Since the press is responsible 
for what it publishes, it must be sole judge of what 
shall be published. Where the source of news is 
a physician, the press should assume the obliga- 
tion to consider the life and health of patients 
and to recognize the ethics by which doctors are 
bound.”’* 


I repeat again — public relations in medicine 
is not press agentry. How responsible to the pub- 
lic, and how available, is your County Society to 
various groups in your community to help in their 
health affairs? Is your county society taking the 
leadership it should in your community health 
problems? By leadership I mean constructive lead- 
ership — not destructive. 


Medical Problems 


Is your County Society doing something about 
solving such problems as: 


1. Endeavoring to see that everyone, regardless 
of his or her ability to pay, receives good medical 
care? 


(*Taken from AMA News — 16 Nov. 59). 


2. Actively supporting a positive plan to see 
that old people receive the medical care that they 
need ? 


3. Perfecting a plan of emergency medical care 
on around-the-clock basis? 


4. Providing an active, effective public griev- 
ance mechanism for those who do have legitimate 
inquiries and complaints? 


5. Assuming responsibility for providing an 
adequate supply of physicians for the community? 


6. Endeavoring to resolve community problems, 
particularly with regard to medical issues? 


7. Actively engaged in encouraging desirable 
legislation in the public interest? Are you doing 
something about these problems? 


Granted some of these are the function of local 
health officers, but are you — as an organization 
— giving them your support? If your County So- 
ciety is doing these things, is the general public 
aware that your society is responsible for these 
various improvements in health care? If they are 
not —then your organization public relations is 
lacking. 


As Dr. Charles Mayo once said. 


“Medicine is about as big or as little in any 
community, large or small, as the physician 
makes it!” 





TEXAS DISTRICT ONE MEDICAL ASSOCIATION 


ANNUAL MEETING 


PECOS, TEXAS 


FEBRUARY 5, 1960 
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An Axial View of the Hip Joints 


Preliminary Report 
By Samuet L. Conen, M.D., Radiologist, Phoenix 


The early diagnosis of congenital hip dislocation 
or dysplasia before the infant stands is important 
and at times very difficult, both clinically and 
radiologically. (1) Recently upon trying the squat- 
ting view of the sigmoid rectum on barium exam- 
ination, I was impressed with the remarkable view 
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Figure la 


Figures I and la. Normal 1Y2 year infant. 
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of both hip joints. The question arose as to whether 
this view would be of help in the early and more 
accurate diagnosis of hip dysplasias. 

A small series of cases of normals and of con- 
genital hip dislocation and dysplasias were col- 
lected and studied with this axial view. (Figs. 1, 








Figure 2a 


Figures 2 and 2a. Normal six months infant. 
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2, 3, 4 and 5) Examination of these prints very 
evidently, I think, shows how clearly the actual 
hip joint itself can be seen. Clear demonstration, 
I think, is possible and minor anterior or posterior 
subluxations are easily seen. Mediad pressure on 
both knees simply produces tension on the hip 
joint capsules. This should, if there is a lax hip 
joint capsule, help in the demonstration of a 
minor subluxation. 


Technical factors in the taking of this view are 
the same as those for a routine A.P. of the pelvis. 
These factors, of course, can be easily altered. 
See Figs, 6 and 7 “Positioning.” 





Figure 3 





Figure 3a 
Figures 3 and 3a. Bilateral hip dislocation. 
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Summary 

An axial view of the hip is presented which we 
think will help in the early diagnosis of congenital 
hip dysplasia. A large series of normal cases and 
questionable hip dislocations will be necessary 
before the usefulness of this view can be proven. 

I would like to acknowledge the clinical ortho- 
pedic evaluation of these cases given me by Dr. 
Charles Lofdahl and the U.S. Public Health In- 
dian Service. 

I also would like to acknowledge the technical 
help given me by R. T. John van Kilsdank and 
Doris Newton and also to Marie Blaske for the 
secretarial help. 


Figure 4a 


Figures 4 and 4a. Left hip dysplasia; no dislocation. 
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Figure 6 


Figure 5a 


eisai Some ES 
Figures 5 and 5a. Small right femur epiphysis _ ge - 
with very mobile hip joints. Negative PE for dis- nit 
location. X-Ray (axial) shows mild posterior dis- Figure 7 
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Significance of Aromatic Dental Cleansing Agents 


in the Pathogenesis of Pulmonary Neoplasm* 


By B. A. D’Arcent, M.D.,¢ Philadelphia 


Recent investigations have been conducted 
along many lines intended to provide an explana- 
tion for the increased incidence in pulmonary neo- 
plasm. We, in our labyrinth laboratory, have been 
specially concerned with the effects of abnormal 
mouth and dental hygiene in the production of 
pulmonary neoplasm. 


Our research dates to the neolithic age, at which 
time our investigators discovered that the cave- 
man who had good teeth, had no pulmonary 
neoplasms, This is substantiated by specimens we 
have noted in both the paleolithic man in the 
Smithsonian basement and in the Wishtar Rat 
Caverns. With the introduction of various types 
of dentifrices, excluding soaps, we have noticed 
that there has been somewhat of an urgency in 
the character of response present in those pulmo- 
nary functions which are manifest in breathing, 
coughing, spitting, speaking, public speaking and 
expostulation. We have therefore noted that the 
introduction of dental cleansing agents of the 
aromatic variety might be contributory, if not 
positively, causative agents. On the contrary, den- 
tal floss has been completely cleared as a factor. 


Castor Oil As Mouthwash 


We have further investigated the use of castor 
oil as a mouth wash, which is a non-aromatic 
wash by contrast to aromatic mouth washes, and 
have noted that the castor oil will control all prob- 
lems of mouth hygiene. It not only eliminates the 
use of harmful aromatic hydrocarbons in the va- 
rious cavities, but also prohibits the necessity for 
coughing, since such reaction is disastrous in in- 
dividuals who are running of necessity. This is 
known as the flux-type of mouthwash. 





tSatire by Julian A. Sterling, M.D., Philadelphia. 
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*(This research has been aided by a grant from the Skytrail Cig- 
arette Vending Foundation and also supported by assistance given 
by the All-Purpose Tissue Dispensors, Incorporated. Also based 
on an idea by J. B.) 


The idiosyncrasies which we have noted to be 
controlled by proper mouth wash are of sufficient 
importance, that we must report our statistical 
data, our source material and our investigations, 
so that the general public can be better misled. 


Statistical Data 


Data utilized in this study were obtained from 
careful culinary investigation accomplished at the 
various isolated Indian tribes in the Stenson Lake 
area. The Sheboygaga tribe was located in a pre- 
served area southwest of Stenson’s Lake, This 
tribe used only cigarettes, They never have used 
toothpaste, but have used artesian well water. 
The Obinjorol tribe, which was located north of 
Stenson’s Lake were always using toothpaste, but 
did not use cigarettes. One of their essential 
staples is now being used for cooking a specially 
tasty dish known as “Teepee Stew.”* Now there 
was a tribe of the Nobreeding Obinjeana which 
were on the south and flush away from the Sheb- 
oygaga tribe. The Obinjeanas were right in the 
middle of the volcanic lake where Stenson’s Lake 
had been. It was necessary for them to be there 
because they used neither cigarettes nor aromatic 
hydrocarbons but only castor oil. The other tribe 
surrounding Stenson’s Lake were the Overbred 
Isotonics who were close to the west. Their his- 
tory indicated that they were always sitting on a 
keg of paste in the substantial subterranean cav- 
erns and adjacent to the green tobacco fields. This 
group consequently were always using tobacco 
and toothpaste but because they had six fingers 
on each hand (Dominant Gene was their chief) 
the prognothic maxillofacial angle was significant- 
ly altered to cause subtle though rapid loss of 





*Teepee for T.P. for toothpaste, expressed in sign language, of 
course. 
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teeth. As a result — they were not known to use 
toothpaste after the age of forty-one years. This 
is very significant. (Table 1) There was no in- 


TABLE ONE 


Incidence of Bronchiolar mitoses per one hundred 
cells as counted on the image-intensified radio- 
fluorometer, allowing for nullification of back- 
ground count by the expensive method of simul- 
taneous scintiscanning. 


Cigarettes 


AGE GROUP Cigarettes Toothpaste +Toothpaste Neither 


(years Only Only § (OVERBRED C nor T 
only)  (Sheboygaga) (Obinjoral) Isotonics) Obinjeanas) 
10-30 16 15 22 28 
30-50 36 41 47 32 
50-70 38 64 48 —* 
Average: 38 40 39 30 


*None alive. All died: diarrhea. 


crease in bronchiolar mitosis after the age of 
forty-one except for a mean deviation of 0.2° 
which is inconsequential and insignificant. 


Eskimaux Studied 


There were a group of Eskimaux also included 
in this study who were eating and using only 
hemp cigars and dental floss, and they were the 
basic control for the entire study. 


These records go back through several hundred 
medicine men and the preshrunk tribal records. 
These were emulsified from glaciers of the Ice 
Age, having been gleaned from periscopes of the 
N.O.B.M. class-of Upton among the new atom 
Diesel submarines. These were found to be abso- 
lute zero. 


The Uncle Remus method, using the tar and 
glue procedure was also applied in the evaluation 
of the tabulated statistics. The tar series is defin- 
itely separated from the glue series. These methods 
for aspiration of bronchiolar epithelium were first 
reported by J. and M. Remus, whose combined 
reports represent a most significant contribution. 
As we know, instillation of the 1% glue (levo 
rotatory) or the 0.005% tar (desoxy sublimate) 
by parabronchial effusion is rapidly expectorated 
on the cough plate whereupon after ultracentrifi- 
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gation the midzone is infiltered to the polar aspect 
of a pig’s eye. (Table 1) 


Significant Results 


Among our results were three significant ones, 
the graphs of which are attached. The first study 
indicates that the number of mitoses which were 
present per 1000 bronchioles, were much greater 
in those who used toothpaste only, as opposed to 
those who used only cigarettes. (Fig. 1 and Table 


1) 
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Figure 1. Bar graft study of appearance of seem- 
ingly significant statistical incidence of pleomor- 
phic mitoses when found (A and B) and when 
completely absent (C and D). 


There was noted also that there were an in- 
creasing number of cavities in those individuals 
who had square millometers of incisors (fig. 2) 
and who did not use castor oil, in all groups 





Absent 
(274%) 


Present 
( 86% ) 


Figure 2. Comparison of rates of presence of 
mitoses to those cases wherein such mitoses were 
absent. Expressed in integers (incisors). 
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** Consistent error is noted as + 0.0183 


Figure 3. Scattergraph indicates levels of all 
cases with recognizable incisors (black line) as 
opposed to those with only superficial alveolar 
hyperplasia (black line). 


except the fifty year old age group, and in this 
tribe that was studied, there were no fifty year 
olds, because they had all died of diarrhea. (fig. 
3) 


There was one other group in which the con- 
trast of the toothpaste and the tooth powder, 
when used with the cigarettes and the cigars, were 
found to have a very satisfactory result, but these 
we willl report in a later, more significant com- 
munication becasue they are absolutely valueless. 


Discussion 


These results are all so perfectly obvious that 
no discussion will be needed. 


Summary 


It is felt—and sometimes computed as well as 
prosthetically well proven that the aromatic 
dental cleansing agents, which have recently been 
introduced for public consumption are contrib- 
utory to the pathogenesis of pulmonary neoplasm, 
as anybody can plainly see from the result of this 
observation. It is also suspected, as a result of 
this study, that the use of detergents and anti- 
wetting agents may be valuable for chimney 
sweep’s disease and enuresis but they will prob- 
ably by dyschronous as relating to pulmonary 
neoplasm. 


Conclusion 


Aromatic dental cleansing agents may be pro- 
ductive of increasing bronchiolar mitoses. These 
may produce alveolar hyperplasia, Our studies 
indicate this. Castor oil is recommended for use 
as a dental cleaning agent because it inhibits pul- 
monary neoplasm. 


(No patient survived the diarrhea to get cancer) 


Bibliography: 
None, 1950-1959. 
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Los Angeles Psychiatrist 
To Speak In Phoenix 


“Day and Night Hospital — An Advance in 
the Management of Psychiatric Patients” is the 
topic of a talk to be given at Camelback Hospital 
in Phoenix, February 23, by Dr. John Gussen of 
Los Angeles. 

Dr. Gussen will talk to the members of the 
Maricopa County Medical Society who have been 
invited to attend the regular Tuesday morning 
Staff Breakfast by Dr. Otto L. Bendheim, Medi- 
cal Director of Camelback Hospital. 

Dr. Gussen has served as Chief of the Day- 
Night Hospital, Langley Porter Neuropsychiatric 
Institute, San Francisco, and was Assistant Pro- 
fessor of Psychiatry at the University of California 
School of Medicine, San Francisco, before his 
appointment as Director of Psychiatry at Cedars 
of Lebanon Hospital in Los Angeles. 
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© Tranquilaxant” Topies 





Painful skeletal musclespasm relieved 
with TRANCOPAL: A new agent that relieves 


the pain and stiffness of skeletal muscle spasm 
and enables patients to return promptly to their 
usual activities has been described in recent re- 
ports by Lichtman,':? DeNyse,* Ganz,* Mullin 
and Epifano,® and Shanaphy.® It is Trancopal, 
called a “tranquilaxant” because “it combines 
the properties of tranquilization and skeletal 
muscle relaxation with no concomitant change 
in normal consciousness.” 


Clinical results: Trancopal produced satisfac- 
tory muscle relaxation in 817 of 879 patients 
studied by Lichtman.? The patients in this 
group suffered from low back pain (361 cases) , 
stiff neck (128 cases) , bursitis (177 cases), and 
other disorders associated with skeletal muscle 
spasm (213 cases). 

DeNyse* found Trancopal “... was of great 
help” for. patients with arthritis who were 
handicapped by stiffness and limitation of mo- 
tion from muscle spasm. Ganz‘ reports that, on 
taking Trancopal, 20 of 29 patients with torti- 
collis were “. .. considerably improved ...” or 
“*. .. obtained very effective relief...” , 

Mullin and Epifano® found Trancopal gave 
“...good to excellent relief...” in all of 39 
patients with skeletal muscle spasm accompany- 
ing injuries, bursitis, rheumatoid arthritis, os- 
teoarthritis, and intervertebral disc syndrome. 
Action of TRANCOPAL: “While the site of 
action of chlormezanone [Trancopal] has not 
been exactly determined, there is experimental 
evidence that the drug depresses activity in the 
subcortical centers of polysynaptic nerve re- 
flexes. Inhibition of these centers when they 
are hyperactive is thought to cause a relaxation 
of skeletal muscle and to induce a general tran- 
quilizing effect.””® 
For dysmenorrhea and anxiety: The enthu- 
siasm for Trancopal is shared by investigators 
who have studied its effects in patients with 
dysmenorrhea or in anxiety and tension states. 
Their findings will be reported in future 
“TRANQUILAXANT” TOPICS. 


Clinical Results with TRANCOPAL 











in M loskeletal Disorders 
Total no. 

Disorder Total no. 

of patients y Lavery 
Low back pain, stiff neck, 
bursitis, rheumatoid ar- 
thritis, osteoarthritis, inju- 
ries, postoperative muscle 879 817 
spasm and other dis- 








orders 


Comment: “Chlormethazanone [Trancopal] not 
only relieved painful muscle spasm, but allowed 
the patients to resume their normal activities 
with no interference in performance of either 
manual or intellectual tasks.” (Lichtman*) 





Arthritis | a1 | 25 


Comment: “The patients were able to move with 
ease and could perform their daily tasks with 





more comfort.” (DeNyse*) 
Torticollis | 29 | 20 
Comment: “The patients helped by the drug 


were able to carry the head in the normal posi- 
tion without pain.” (Ganz*) 





Skeletal muscle spasm 
associated with injuries, 
bursitis, rheumatoid 
arthritis, osteoarthritis, 
and intervertebral disc 
syndrome 


39 39 


Comment: “...a very effective skeletal muscle 
spasmolytic.” (Mullin and Epifano®) 











Supplied in two strengths: Trancopal Caplets®, 100 
mg. (peach colored, scored), bottles.of 100; Trancopal 
Caplets, 200 mg. (green colored, scored) , bottles of 100. 


References: 1. Lichtman, A. L.: Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958, 2. Lichtman, A. L.: Scien- 
tific Exhibit, meeting of the International College of 
Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 3. De- 
Nyse, D. L.: M. Times 87:1512, Nov., 1959. 4. Ganz, 
S. E.: J. Indiana M. A. 52:1134, July, 1959. 5. Mullin, 
W. G., and Epifano, L.: Am. Pract. & Digest Treat. 
10:1743, Oct., 1959. 6. Shanaphy, J. F.: Current 
Therap. Res. 1:59, Oct., 1959. 


Published in the interests of the medical profession by 
WINTHROP LABORATORIES/New York 18, N. Y. 


Trancopal and Caplets, trademarks reg. U. S. Pat. Off. 1428M 





TRANCOPAL*: Potent muscle relaxant / effective tranquilizer 


(brand of chlormezanone) 
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Clinical Pathological Conference 
R. E. THomason GENERAL Hospita, Ext Paso 


November 19, 1959 


Frepverick P. Bornstein, M.D., Editor 
Presentation of case by DoNALD RatTuBun, M.D. 


History: Dr. Nathan Kleban: 

Because of a cough, for an unrecorded dura- 
tion, a 54-year-old Latin-American man went to 
the City-County Health Department for a minia- 
ture chest film. This was abnormal, and he was 
referred to the clinic of this hospital for a six foot 
film, which was reported as pneumonitis and 
pleurisy in the left lower lobe and left ventricular 
hypertrophy. 

Treatment with a combination _penicillin- 
dihydrostreptomycin preparation, tetracycline, 
chloramphenicol, sulfa and anti-tussive drugs was 
followed by X-ray reported as demonstrating par- 
tial resolution of the pneumonitis. Cough persisted. 
Hemoptysis occurred two months after he was first 
seen in the out-patient department. Exertional 
dyspnea appeared. Accentuation of the left hilum 
was reported on X-ray. 


Right Chest Pain 


Right chest pain brought the patient to the 
emergency room. He was admitted to the hospital 
four and a half months after he first appeared in 
the clinic. X-ray examination of the chest demon- 
onstrated atelectasis of the left lung. No obstruct- 
ing lesion was seen during bronchoscopy, although 
subsequent laminographic study reported complete 
obstruction of the left main stem bronchus, 


When left thoracotomy was done a large, hard 
mass involving the left lower lobe and the lower 
part of the left upper lobe was encountered. The 
lesion was judged to be inoperable. A hilar lymph 
node was removed for biopsy. Pathological diag- 
nosis was “necrotic material.” The patient was 
discharged to receive palliative irradiation ther- 
apy. 

Pain in the arms, chest, abdomen and general- 
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Case No. 1334 


ized brought the patient back to the hospital 
seven months after he was first seen. 
No additional history was recorded. 


Physical Examination: 


T. 99 (R) P. 90 R. 20 B. P. 120/70 

Pupils were dilated. Neck was equivocally rigid. 
Rhonchi were heard at the lung bases. A systolic 
murmur was heard at the apex. Abdominal re- 
flexes were absent or equivocal. 


Hospital Course: 

Three hours after admission the patient had a 
grand mal convulsive seizure. Eyes were deviated 
to the left. Later he complained of “terrific head- 
ache,” which continued for several days. Bilateral 
plantar extensor reflexes were elicited. Spinal 
paracentesis two days later yielded bloody fluid. 
Pressure was not recorded. Phenobarbital was pre- 
scribed during the remainder of the hospital stay. 
Right facial paralysis with inability to close the 
right eye was noted four days after the convulsion. 
Chloramphenicol was given because of fever. Stu- 
por and coma preceded death on the ninth hos- 
pital day. 


Laboratory Findings: 

Blood counts: 6-16-59—Hb. 14.2 gms., Ht. 48 
vol. %, WBC 11,600, Stabs. 2, Segs. 82, Lymphs. 
14,*Monos. 1, Eosin. 1. 7-14-59—Hb. 13.9 gms., 
Ht. 40 vol. %, WBC 11,600, Segs. 80, Lymphs, 20. 
9-11-59—Hb. 13.9 gm., Ht. 44 vol. %, WBC 19,- 
600, Stabs. 5, Segs. 81, Lymphs. 14. 


Urinalyses: 6-17-59—Amber, hazy, acid, S.G. 
1.023, Albumin trace, Sugar neg., 2-3 WBC/hpf, 
6-8 RBC/hpf, Occ. sq. ep. cells. 7-14-59—Yellow, 
turbid, acid, S.G. 1.008, sugar and albumin nega- 
tive, rare WBC, rare RBC, occ. sq. ep. cell. 
9-11-59—Yellow, cloudy, alkaline, $.G, 1.003, al- 
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bumin 2+, sugar negative, 40-60 WBC/hpf, 10-15 
RBC/hpf, few sq. ep. cells, many bacilli. 9-15-59— 
Amber, turbid, acid, S.G. QNS, albumin 2+, 
sugar negative, WBC abundant, RBC 15-20/hpf, 
Abundant bacteria. 


Chemistry: 6-17-59—Glucose—118. Urea Nitro- 
gen, 13, 6-23-59—Van den Bergh Direct—.077. 
Indirect—.290. 9-10-59—Glucose—217. Urea Ni- 
trogen—13.5. 


Throat culture—6-18-59—Staph., Neiseria and 
pneumococcus. Sens.: Kana., Erithro., Tetrac. 


Serology—9-18-59—negative. 
Spinal fluid—9-11-59—gross blood. 


Urine culture and sensitivity—9-14-59—Coli- 
forms—Kantrex, Neo., Furadantin IV, altafur. 


Blood culture—9-14-59—no growth. 


X-rays: Chest—6-16-59—Re-examination of the 
chest and comparison with previous study now 
reveals the right lung to be hyper-ventilated. 
There is a shift of the mediastinum to the left 
with accompanying complete collapse of the left 
lung field. There is marked displacement of the 
trachea to the left with accompanying elevation 
of the left hemidiaphragm. A superimposed pneu- 
monitis cannot be entirely excluded. Conclusion: 
Complete atelectasis of left lung. Bronchoscopy 
recommended to exclude a bronchogenic” neo- 
plasm. 


Chest—6-24.59—Bucky views of the chest re- 
veal an area of obstruction approximately one 
cm. from the carina of the left main stem bron- 
chus. Conclusion: Findings consistent with ob- 
structing left main stem bronchus. 


9-10-59—Re-examination of the chest and com- 
parison with previous study now reveals complete 
expansion of the left lung. The previously de- 
scribed density in the left mid lung field is still ap- 
parent. There is obscuration of the left costo- 
phrenic sulcus most probably secondary to accom- 
panying thickened pleura. The right lung field re- 
veals no change. Conclusion: Satisfactory post- 
operative progress. 


9-10-59—Skull—Conclusion: Normal skull. 


Clinical Discussion: Dr. Donald Rathbun: 


This patient was first seen in February of this 
year in the out-patient clinic. A chest X-ray show- 
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ed pleurisy in the left lower lobe, and left ven- 
tricular hypertrophy. He was treated apparently 
as an out-patient and followed by X-rays, which. 
showed partial resolution. He had hemoptysis two 
months after he was first seen. No diagnosis was 
given. 


He was treated with shotgun medication. In the 
sputa no acid-fast organisms were seen. Because 
of the hemoptysis we have to consider tuberculosis 
as a possibility. At any rate, apparently four or 
five months later he returned to the out-patient 
clinic with right chest pain. This is peculiar be- 
cause his left chest was involved previously. On 
X-ray he had atelectasis of the left lung, and ap- 
parently there was controversy as to whether he 
had complete bronchial obstruction. 


A thoracotomy gave the impression of an in- 
operable lesion, presumably malignant. A lymph 
node only showed necrotic material. I presume the 
patient had a malignant lesion since he was given 
irradiation therapy. He came back with pain in 
his arms, chest, abdomen and so forth, seven 
months after his primary lesion was seen. Tem- 
perature was normal; his pulse was a little high; 
blood pressure was normal. His pupils were said 
to be dilated; his neck was possibly rigid; rhonchi 
and abdominal reflexes were absent. I am a little 
hazy here on exactly why he was admitted. 


Generalized Convulsion 


Three hours after he was admitted he had a 
generalized convulsion and his eyes were noted to 
be deviated to the left which would suggest a left 
hemispheric: lesion of some sort. He had a terriffic 
headache which continued for several days. He 
had bilateral Babinskis. I don’t know why a spinal 
tap was not done immediately. At any rate two 
days later a spinal tap was done and reported as 
bloody, and this is the only laboratory report we 
have. 


I would like to make the point that any time 
you have a bloody spinal fluid the individual who 
does the spinal tap ought to spin down the fluid 
immediately to find out whether it is xanthochro- 
mic. This gives us an idea as to whether the bleed- 
ing is acute or whether it has been there for some 
time. 


If the fluid is clear on top that suggests acute 
hemorrhage in the past few hours. An examina- 
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tion of the red cells would then give us an idea 
as to whether this was an acute occurrence within 
the past few hours, or older. His spinal fluid pres- 
sure was not recorded. Unfortunately, because 
the spinal fluid was bloody, they did no laboratory 
studies on it. 


I think it is important, even when you have a 
bloody spinal fluid, to request, and this is our fault 
many times for not requesting, a complete blood 
count. I know in our hospital we would order a 
white count, which would be done but not count 
the red cells, Maybe 50 or 60 white cells were 
counted and we wouldn’t know whether they 
were due to hemorrhage or whether due to an 
active inflammatory process. 


White Cells 


From a complete blood count one can calculate 
how many white cells there should be in relation 
to the number of red cells on the basis of peri- 
pheral counts. Thus one gets some idea at least, 
not accurate, as to whether there are a massive 
number of white cells in his spinal fluid, This 
would indicate a meningitis or brain abscess which 
was communicating with the sub-arachnoid space. 
Or this perhaps represents the usual number of 
red and white cells from the blood. The protein 
can also be done in spite of the blood, and you 
can get some idea as to whether it is due to the 
blood, again on the basis of the number of red 
cells that were there. But this was not done so 
tihs doesn’t help us in the diagnosis of what hap- 
pened in the terminal episode. Following a con- 
vulsion he apparently had a right facial paralysis. 
This would corroborate our feeling that this was 
a left hemispheric lesion. I think, on the basis of 
looking at the whole picture, even if there was 
carcinatous disease, there was also a massive 
amount of pulmonary infection. 


Embolic Phenomenon 


From this the patient could have developed an 
embolic phenomenon to his brain, producing a 
brain abscess secondary to a lung abscess. To 
corroborate this, on the last admission his peri- 
pheral white count was 29,000, and a day later 
was 19,000 and four days later, on the 15th, it 
was 9,000. This would be a little against a brain 
abscess but the fact that his temperature was nor- 
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mal, the fact that he had gone on this length of 
time presumably asymptomatic, would go along 
with a brain abscess. The fact that he had a 
bloody spinal fluid would be a little bit against a 
brain abscess as such, but not completely. 


He could have had an acute embolic phenom- 
enon from his lung, either a metastatic malignant 
or a metastatic infectious one. About fifteen per 
cent of those embolic phenomena do have hemor- 
rhage, or blood in the spinal fluid. The fact that 
he had bloody spinal fluid doesn’t necessarily 
mean that he had to have a vascular accident per 
se, but it could have been associated with an em- 
bolic phenomenon. 


You have seen all the urine specimens. He had 
a fairly large number of white cells in his urine 
all the way through. I don’t see exactly how this 
relates to the cerebral disease. We would like to 
get the radiologist, before we stick our necks out 
completely. 


X-Ray Discussion; Dr. Vincent Ravel: 


We have been examining this patient for well 
over a year. He kept having episodes of pneumo- 
nitis which refused to clear up completely. This 
should make one suspicious of a secondary lesion 
involving the lung. In the ordinary course a pneu- 
monia with the proper management usually clears 


.up. When a patient suffers from recurrent pneu- 


monitis, then our suspicions should be directed 
towards other underlying mechanisms or second- 
ary involvement. Of course that is what happened 
here. 


The first film shows a relatively healthy chest 
which was taken at Providence a year or so before 
he first started coming out here. In this view we 
see a pneumonitis at the left base that didn’t re- 
solve as nicely as we would like to have seen it. 
I am a little at a loss to understand why the 
bronchoscopist was unable to find an area of ob- 
struction on this film here. It shows a complete 
shift of the mediastinum and narrowing of the 
interspaces. The trachea is displaced; the left 
hemidiaphragm is elevated; and these are all clas- 
sic signs of a complete atelectasis. We took lamina- 
grams. I think you can see the carina; there is an 
occlusion about one cm. from the carina. Follow- 
ing operation there was a partial collapse of the 
remaining left lung. Then there was a drainage 
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The Depinar special repository base permits slow absorption 
from the injection site, thus decreasing the need for frequent 
administration. Depinar continually bathes the tissues in 

vitamin B,, to provide more effective therapy and make 

patients feel better longer. A recent clinical report* shows 

over 98% of Depinar is retained after one week ... and 

“Serum level vitamin B,,... sustained for 28 days or more 

from the single dose.” 


> 
- 


Each package of Depinar consists of a multiple dose vial, 
containing cyanocobalamin zinc tannate (lyophilized) equivalent to 
2500 mcg. vitamin B,.. The vial of diluent contains 5 cc. Sodium 
Chloride Solution for Injection. When reconstituted, 

each ml. of Depinar contains 500 mcg. vitamin By». 


*Thompson, R..E., and Hecht, R. A.: Am. J. Clin. Nutrition 
7:311-817 (May-June) 1959. 


ARMOUR PHARMACEUTICAL COMPANY ® KANKAKEE, ILLINOIS A\s 
Armour Means Protection 


Onr.ce ARMOUR 
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tube in the left hemithorax, and then finally we 
see the expansion of the lung and the absence of 
pneumothorax. 


The skull films revealed nothing on the surveys 
that would indicate any increased intracranial 
pressure or possible hematoma. The pineal was 
not visualized, and of course that would have 
given us a great deal of help if we could identify 
it and show some displacement. 


But in any event we have a chronic recurrent 
pneumonitis, followed by atelectasis and collapse 
of the left lung with superimposed secondary in- 
fection. 


Dr. Kleban: 
Did you say something about the cardiac sil- 
houette ? 


Dr. Ravel: 


The prominence of the left ventricle certainly 
looks like it’s a concentric hypertrophy, The eval- 
uation of the cardiac silhouette frequently depends 
upon the phase of respiration, whether or not the 
film was taken in the systolic or diastolic phase 
of the cardiac contraction, There is a moderate 
amount of variation that could be considered 
within normal, and it is a little difficult to eval- 
uate. We prefer to have several views including 
the obliques to try and evaluate the possibility 
of chamber enlargement. 


Dr. Kleban: 


Do you have any idea why the first film at 
Providence was made? 


Dr. Ravel: 


Yes, I imagine he was admitted for some sort 
of upper respiratory infection. 


Dr. Kleban: 


Retrospectively, do you now see anything in the 
first X-ray which looks like a lesion that could 
have been attacked while the man was still cur- 
able? 


Dr. Ravel: 


Well, I don’t see anything in the first film that 
would make me suspicious of a bronchogenic neo- 
plasm. There are no localized areas of emphysema, 
which sometimes is an early clue. 
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Dr. E. S. Crossett: 


You say you had repeated X-rays on this pa- 
tient, that it was a suspicious, recurrent pneu- 
monitis. These internes have to depend on you for 
radiographic interpretation on these things, and I 
wondered if you ever reported the fact that this 
was recurrent pneumonitis. 


Dr. Ravel: 


Yes, we mentioned that a bronchogenic neo- 
plasm could not be excluded. I have the report 
here. The first out-patient X-ray was in February. 
In March we mentioned partial resolution and 
then in April again there was no significant 
change, and then in May we said there is an ac- 
centuation of the left hilum which may be due to 
glandular enlargement. However, neoplasm can- 
not be excluded and further evaluation is recom- 
mended. 


Dr. Kleban: 


Then there were two months showing pneu- 
monitis not resolving? 


Dr. Ravel: 


Yes. Here again we in the X-ray department 
are confronted with films that have no history. 
We have no clinical findings, the charts are fre- 
quently incomplete, we don’t know what the 
clinician is looking for. This presents a difficult 


. problem, to look at films without any history or 


knowing what the clinician is interested in. We 
have to do the best we can with markedly limited 
information, and I guess we have to accept that 
responsibility. After seeing three examinations 
with no real improvement, we suggested that 
there was the possibility of some other underlying 
mechanism. 


Question: 
When did they finally decide to operate? 


Dr. Ravel: 

Even after the patient was bronchoscoped they 
said there was no evidence of an obstructive les- 
ion. 


Dr. Crossett: 

In discussing this problem of pneumonitis that 
hadn’t cleared over a three months period, it 
brings up the question of how long you’re going 
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to wait or watch a pneumonitis before you do 
something about it. A radiologist has to make an 
interpretation of these films without a clinical 
history. This brings up the question as to whether 
or not he should make a definite radiographic in- 
terpretation such as pneumonia, pneumonitis, tu- 
mor, coccidioidomycosis or anything else, without 
the clinical history. 


I believe that you’re going to have to know 
at least the age of the patient before you can 
start to interpret a film. If this were in a young 
person then I think you would be justified in as- 
suming that it was a pneumonitis over a period of 
three or four months, In a 54-year-old man whose 
pneumonia lasts for more than three or four 
weeks, you cannot assume, without additional in- 
formation, that this is a pneumonitis and not a 
tumor. 


I believe in the cancer age group you should 
not watch a film longer than two or three weeks 
when it shows a process in the lung, if you don’t 
have a definite diagnosis. In interpreting films you 
should have the previous films and if possible a 
clinical history. Without that I don’t see how you 
can decide that it is pneumonitis or anything else. 
One of two things should be done, either a differ- 
ential diagnosis given to the internes or else a 
request for a clinical history, if they are going to 
interpret the films. : 


Pneumonitis 


At any rate, what happened with this man was 
he came in in January or February and as I recall 
had a film with the pneumonitis and finally in 
June he was admitted to the hospital, May or 
June, a few months later, he was, bronchoscoped 
the first time. I did not bronchoscope him but it 
was done under local and he was not cooperative 
so that a good look at the left main stem bronchus 
was not obtained. As I recall the statement was 
that nothing was seen on the bronchogram. One 
reason why nothing was seen was because they 
couldn’t get a good look at the left main bronchus. 


The person who bronchoscoped him knew that. 
Therefore he was brought into the hospital be- 
cause of an obvious obstruction of the bronchus. 
He was put to sleep and bronchoscoped and a 
lesion was seen in the left main bronchus which 
did not extend up to the carina and did not ap- 
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pear to be inoperable from the bronchoscopic point 
of view. On operation a mass was found in the 
region of the left hilum which completely encased 
the entire hilum and which appeared to be a car- 
cinoma. 


A lymph node was taken from an adjacent 
area because the mass encompassed everything. 
Just to cut into a mass and biopsy it is not always 
a good idea, because you are liable to cut into 
the pulmonary artery, and then you have to sew 
it up in the midst of carcinomatous tissue, At any 
rate the lymph node turned out to be a necrotic 
node. 


Dr. Ravel: 


I agree with you that the radiologist is taking 
a lot of responsibility in evaluating these things 
and we should give a differential diagnosis, How- 
ever, there is one other point; it doesn’t do the 
clinician much good for the radiologist to say, 
“Well, this could be inflammatory or it could be 
neoplastic.” We have to give an opinion as to 
what these changes on the film look like to us. 
You knew it was either inflammatory or neoplas- 
tic or congenital before you requested X-rays. As 
a personal opinion I feel that we have to try and 
express an opinion, and if we are wrong we are 
wrong, but I think we shouldn’t wait three months 
to decide on a resolving pneumonitis. 


I think that is too long. Most pneumonias will 
clear up within eight or ten days, or start show- 
ing signs of resolution, We have seen viral lesions 
that will persist for six weeks, Clinically the 
patient is all right, although you see all sorts of 
changes in the chest. Sometimes when they are the 
sickest you may see nothing in the chest. When 
they are running fever and coughing you may get 
a chest film that looks like a perfectly healthy 
chest. Then they clear up and then you start see- 
ing changes in the chest after their crisis, so to 
speak. 


Dr. Rathbun: 


First, Dr. Crossett, may I ask what. was the 
date he was operated on? 


Dr. Crossett: 


As I recall, it was June. 


Dr. Rathbun: 


June. So his death then was three or four 
months after he was operated on. I would think 
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that on the basis of this that the two most likely 
things are that he had metastatic carcinoma to his 
brain or a brain abscess, metastatic from his lung 
disease. I would put the infectious process, the 
brain abscess first. I think it is statistically more 
probable, Also three months is too short a time 
for a metastatic lesion to grow to the size and 
proportions it must have to kill this man as quick- 
ly as it did. That is not an absolute of course. We 
know that metastatic lesions can grow rapidly, 
depending on where they are and how critical an 
area they are in; but I think he had a brain 
abscess resulting from an embolic phenomenon 


from the chest. 


I think that we also have to consider the possi- 
bility that he had a spontaneous sub-arachnoid 
hemorrhage into his left hemisphere, probably in 
his middle cerebral artery, unrelated to his chest 
pathology. Also we must consider the possibility 
that he could have had a brain tumor in that area, 
again unrelated to his chest pathology, because 
we are finding more and more people with more 
than one malignant phenomenon as we get into 
working up these people more adequately. So that 
is my differential diagnosis, brain abscess as the 
terminal episode. 


Dr. Saul Appel: 


I would like to comment on the problem, who 
is responsible for interpreting X-rays? This affects 
not only X-rays but electrocardiograms. The re- 
quest blanks for these procedures provide a space 
for clinical history, but in a busy interneship these 
requests are frequently sent out without filling in 
the blank properly. I leave the question open 
whether it is the responsibility of the radiologist 
to demand more information or whether this 
should be entirely the responsibility of the clinical 
department. Be this as it may, in this particular 
case the radiologist failed to receive the informa- 
tion which he needed to properly evaluate the 
films. Perhaps in going over 99 out of 100 cases 
the information wouldn’t be necessary but at least 
it would be available. 


As far as Dr. Rathbun’s statement about this 
being more likely an abscess than a brain tumor, 
I have seen several patients in whom the cerebral 
manifestations of carcinoma of the lung were the 
first clinical manifestations of disease in the pa- 
tient; and I have even seen patients who were op- 
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erated on for primary brain tumor in whom the 
primary site was in the bronchus. The initial X- 
rays had been read by responsible radiologists 
who hadn’t paid any attention to the small lesion 
that could be seen on retrospect. On the basis of 
statistics, of course, Dr. Rathbun is correct; it is 
more likely that the patient had a brain abscess 
secondary to’ a lung abscess. Delay of the cerebral 
manifestations does not indicate that the patient 
did not have a primary malignancy of the lung 
with metastatis to the brain. 


Dr. Bornstein: 


I have heard “on the basis of statistics” once 
too often here. I want to warn the internes. Every 
patient is a statistic of one, and you can’t make 
diagnoses from statistics. 


Dr. W. P. Stratemeyer: 


I just have one thing to say which is just di- 
rected mostly to the house staff. When you do a 
spinal tap, always do a pressure. I know we all 
slip up once in awhile, but if you just get in the 
habit of always taking a pressure it will be better 
in the long run. You will pick up something you 
don’t expect, sometimes. 


Dr. Pablo Ayub: 


I would like to focus attention on the urinary 


findings, which show some red blood cells and 


white blood cells on every one of the samples that 
were taken. This would appear to be due to an 
embolic phenomena, most likely with bacteremia. 
The only other possibility, which is a long shot, is 
it is possible to have a dissecting aneurysm which 
gives the neurological findings as well as abdom- 
inal and thoracic findings. 


Clinical Diagnosis. Bronchogenic carcinoma 
Dr. Rathbun’s Diagnoses: 


1. Brain abscess from lung abscess due to 
bronchogenic carcinoma. 


2. Possible independent ruptured aneurysm 
of circle of Willis. 


Pathological Diagnoses: 


1. Sub-arachnoid hemorrhage due to rup- 
tured aneurysm of circle of Willis. 
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2. Metastatic squamous cell carcinoma, left 
occipital lobe. 


3. Radiation lipoid pneumonia, left lung, with: 


small clusters of tumor cells remaining 
(carcinoma, left lung). 


Pathological Discussion—Dr. Bornstein: 


The essential findings were in the head; and I 
am going to start, therefore, with the findings in 
the head, The primary finding was unrelated to 
the old disease, namely, a sub-arachnoid hemor- 
rhage, rather anteriorly. This, however, is only 
part of the story. There was, in the left parietal 
lobe, a small grayish-white, gritty nodule. On 
microscopic examination the artery showed the 
typical thinning out of the wall and loss of elastic 
tissue which is characteristic of the congenital 
aneurysm. The section from the nodule in the 
brain showed large, anaplastic cells which I accept 
as metastatic carcinoma. 


We then began a careful gross search for the 
carcinoma, which on operating was supposed to 
be a large mass in the left lung. All I could find 
in the left lung was an open bronchus and a 
chronic indurated pneumonitis with much necro- 
sis, and in the necrotic tissue a very few small 
tumor cells remained. Everything else was chronic 
pneumonitis. So as far as the local carcinoma ,was 
concerned, the irradiation treatment had a very, 
very good effect. We have then a case here with 
two independent diseases, a bronchogenic carci- 
noma, almost completely cured by irradiation, a 
small metastatic lesion in the brain, and a con- 
genital aneurysm of the circle of Willis which 
ruptured and killed the patient. 


Dr. Ayub: 


Was there anything in the kidneys? 


Dr. Bornstein: 


There was nothing much in the kidneys. I ac- 
tually showed the case for two reasons; especially 
to show how much can be accomplished by thera- 
peutic radiation —I would not have believed it 
if it hadn’t been a well documented, surgically 
proven large tumor mass which for all visible pur- 
poses had disappeared, Unfortunately the man 
had a brain metastasis which probably would 
have finished him anyway. 
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Malignant Hypertension 
Results of Treatment; a Seven-Year Experience 
in 94 Cases 
By Harincton, M.; Kincaip-SmirH, PRIscILLa; 
McMicwakL, J. (Dept. of Med., Postgrad. 
Medical Sch. of London) 

This is a detailed report of all cases seen at this 
hospital in the years 1951 through 1957 in which 
malignant hypertension was diagnosed and in 
which treatment with ganglion-blocking drugs was 
attempted. The results obtained in the patients 
treated with ganglion-blocking drugs were com- 
pared with a control series previously reported 
from this hospital. 

The treatment used at the present time is usual- 
ly as follows: subcutaneous injections of pento- 
linium to bring the blood pressure rapidly under 
control, then maintenance treatment with an oral 
drug, such as mecamylamine or pempidine. Reser- 
pine (0.1 mg. three times daily) has been added 
to treatment in 31 cases because it increases the 
sensitivity of hypertensive patients to a ganglion- 
blocking agent without increasing side-effects cor- 
respondingly. Digitalis has been given as required. 


Heart Failure Decreased 

~ The value of blood-pressure reduction in severe- 
ly hypertensive patients was vindicated in this 
study. The expectation of life of the treated pa- 
tients was six to eight times greater than that 
expected from the control series. Heart failure as 
a cause of death was considerably decreased in the 
treated group. Survival was the most prolonged 
in patients whose renal function was normal or 
only slightly impaired when treatment started. 
Death in the treated group was most frequently 
due to uremia, but the progress of uremia was 
not accelerated so long as the pressure was not 
reduced too quickly or to extremely low levels. 

Treatment had the most pronounced beneficial 
effects on retinitis and in heart failure. The elec- 
trocardiogram improved in one-third of the cases, 
and cardiac size was reduced somewhat less fre- 
quently. Renal function usually remained station- 
ary or improved slightly in patients whose initial 
blood urea was below 80 mg. per 100 ml.; pro- 
gressive deterioration usually occurred if renal im- 
pairment was more severe. Little benefit was ob- 
tained by patients with neurological complica- 
tions. The success of treatment was limited by 
accompanying atherosclerosis, particularly in older 
patients. 


Brit. Med. J. 11:969-980 (November 14) 1959 
Upjohn Abstract, January, 1960 
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You May Not Know... 


With regard to appeals under the Social Se- 
curity Disability Freeze Program, physicians’ 
medical reports are made available to all parties. 


Since the inception of the program there have 
been better than a million claims under the pro- 
gram with 28% thousand appeals. 


In some instances the claimant has been sur- 
prised with the medical report when statements 
are made relating to the patients’ motivation, 


moral character, or reputation. 
os * e * e z * * . 


Long term results of the trend toward Big 
Pensions and its sponsor Big Government are to 
be feared. Rewards by government for long life 
to all the people begins a leveling or averaging 
process that destroys individuality and initiative. 
It encourages the welfare state by placing respon- 
sibility for a great portion of our people solely 
in the hands of government. 





WANTED 


Surgeon for Industrial Practice in 


Southwestern New Mexico 


Good salary plus private practice 
income, pension plan, hospital insur- 


ance and other benefits. 


Must be licensed in New Mexico or making 


application for next Board examinations. 


For further details write or phone: 


DR. E. A. RYGH 


Santa Rita, New Mexico 
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